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Dear member,

Welcome. We’re delighted that you’ve chosen our Out-of-Area Indemnity (OOA) Plan 
for your health care. Your health is our cause, and we’re excited to work with you to 
help you become healthier in mind, body, and spirit.

We’ve put together this handbook, which contains details about your plan, a quick 
reference guide for getting care, and sample forms.

With the OOA Plan, you can get care from any provider of your choice. Or, you can 
stay with the personal physician you already know and trust.

You can also fill your prescriptions at over 60,000 retail pharmacies in the nationwide 
MedImpact pharmacy network. MedImpact offers a convenient network of chain and 
independent pharmacies, including Walgreens, CVS, Rite Aid, Ralphs, Safeway, and 
Costco.

By now, you should have received your ID card in the mail. It’s your proof of insurance 
and contains useful phone numbers for customer service, precertification, claims, and 
MedImpact. If you haven’t received your ID card yet, please call our Customer Service 
Line at 1-800-788-0710, Monday through Friday from 7 a.m. to 7 p.m. 

Thank you for choosing our OOA Plan. We look forward to taking care of you in the 
years to come.

Wishing you good health,  
Kaiser Permanente Insurance Company   

Note: This is a summary only. The Kaiser Permanente Insurance Company Certificate of Insurance contains a complete 
explanation of benefits, exclusions, and limitations. The information provided in this brochure is not intended for use  
as a benefits summary, nor is it designed to serve as the Certificate of Insurance.
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  �For questions about your plan benefits, please call the Customer Service Line  
at 1-800-788-0710 (TTY 711), Monday through Friday from 7 a.m. to 7 p.m. For 
faster service, please have your medical record number available when calling 
our Customer Service Line.

The KPIC Out-of-Area Indemnity 
(OOA) Plan
Thank you for choosing Kaiser Permanente Insurance Company 
(KPIC) as your partner in health. This handbook can help you choose  
a doctor, get care, file claims, fill prescriptions, and more. Please use  
it as a reference tool for when you need care.
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Your care, your choice
With the OOA Plan,* you can decide how best  
to manage your health care. You’re covered  
when you see any licensed provider you choose,  
near your home or your work. For a complete  
list of covered services, please see your 
Certificate of Insurance.

You also have options with your prescriptions. 
Choose any of the over 60,000 pharmacies in 
the MedImpact pharmacy network. For details, 
please see page 8.

Care management
When a special health situation requires more 
medical care, managing your choices may seem 
overwhelming.

The Permanente Advantage Care Management 
program is here to help you coordinate 
appointments or follow up on referrals so that you 
can focus on what’s important — getting better.

Permanente Advantage is accredited by URAC. 
URAC’s accreditation is recognized nationwide  
by state and federal regulators and ensures 
organizations are delivering health care in a 
manner consistent with national standards. 

If you have any questions about Permanente 
Advantage Care Management, please call  
1-888-251-7052.

Transition of care
If you are currently receiving care, you may  
want to talk with one of our transition of care 
representatives. Our transition of care team will 
help ensure a seamless transition to your new 
coverage. They can determine if services you’re 
seeking require precertification, or help you  
find a licensed provider. 

For information, go to kp.org/kpic/ooa and look 
for the Transition of Care Form located in the 
“Document center,” or call Permanente Advantage 
Care Management at 1-888-251-7052.

How the OOA Plan works
With the OOA Plan, you don’t have to choose a 
personal physician, and you can get most types  
of specialty care without a doctor’s referral.  
When you get care, you’ll pay a copay for most 
doctor’s office visits. Preventive care is generally 
covered at no cost to you.  

You’ll need to meet a deductible before the 
coinsurance and certain copays listed in your plan 
summary will apply for covered services. Once 

your total out-of-pocket costs reach your plan 
maximum, your out-of-pocket costs for covered 
services for the remainder of the year are $0. 
Money paid toward your fees, penalties, or any 
balance billed by your provider won’t count 
toward your out-of-pocket maximum.

If the provider you see does not bill us directly, 
you’ll need to pay the costs up front and submit  
a reimbursement claim.

*�The OOA Plan is underwritten by Kaiser Permanente Insurance Company, a subsidiary of Kaiser Foundation Health Plan, Inc.
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Your gold and white ID card gives you access  
to your medical coverage when you visit a 
provider. It also lets you fill your prescriptions 
through MedImpact pharmacies, so keep it  
with you.

If you haven’t received your ID card or you need 
a replacement, please call us at 1-800-788-0710 
or 711 (TTY), Monday through Friday from 7 a.m. 
to 7 p.m. 

Your ID card

If you need care, all you have to do is call the 
doctor’s office to make an appointment.

If you’re seeing a provider or visiting a medical 
facility for the first time, please remember to:

•	 �Make sure the provider is accepting  
new patients.

•	 Bring your ID card with you.

At your visit, your provider may submit the claim 
on your behalf. Or you may need to pay the total 
costs for your medical services up front and then 
submit a claim for reimbursement, which will be 
subject to your deductible and any applicable 
coinsurance. In either case, it’s your responsibility 

to make sure that claims are submitted  
for payment.

We pay for your care based on the usual, 
customary, and reasonable (UCR) charges for 
your geographic region, per a standardized fee 
schedule. Some providers may charge more than 
the UCR charges. If this happens, you’ll be billed 
for the difference between the UCR charges and 
the provider’s actual billed charges. This is called 
balance billing. You’ll need to pay the difference 
between the UCR charges and the actual charges 
billed by your provider. Amounts you pay as a 
result of balance billing don’t count toward your 
deductible or out-of-pocket maximum.

Choosing your doctor

Your Pharmacy Network

Name of Insured: 
Medical Record Number:
 
Rx Processor Control # (PCN): 70000	            Rx Bin #003585

Out-of-Area Indemnity Plan

Getting admitted to the hospital
You are covered at any hospital of your choice. 
Upon meeting your deductible, you’ll pay your 
inpatient hospitalization copay, then coinsurance  
(up to the out-of-pocket maximum), plus any 
amounts billed by the hospital or facility that are 
in excess of the UCR charges.
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Precertification
You may need approval before you get certain 
services. This is called precertification. It’s an 
important step to make sure medical services 
ordered by your doctor are medically necessary, 
cost effective, and the most appropriate treatment 
for your condition. Some examples of services 
requiring precertification include:

•	 Inpatient hospital stay

•	 Outpatient surgery

•	 �Home health, hospice, and  
skilled nursing facility services

•	 MRI, CT, and PET scans

For a complete list of care that requires 
precertification, see your Certificate of Insurance.

To request precertification, you or your physician 
should call 1-888-251-7052, Monday through 
Friday from 6 a.m. to 6 p.m. You or your doctor 
should call to ask for precertification at least 72 
hours before you get these services. If you don’t 
get precertification, your benefit may be reduced.

Types of care
 	Urgent care

An urgent care need is one that requires prompt 
medical attention, usually within 24 or 48 hours, 
but is not an emergency medical condition. 
This can include minor injuries, backaches, 
earaches, sore throats, coughs, upper-respiratory 
symptoms, and frequent urination or a burning 
sensation when urinating. If you think you need 
urgent care, call your local urgent care facility.

 	Emergency care

�You’re covered for emergency care* anywhere 
in the world. If you have an emergency medical 
condition, call 911 or go to the nearest hospital. 

You’ll be responsible for an emergency department 
copay, which will be waived if you’re admitted  
to the hospital. If you’re admitted, please call us 
(or have someone else do so) at 1-888-251-7052 
as soon as possible. We’ll help coordinate your 
care to reduce your risk of being billed for  
non-covered charges. 

Precertification

*��An emergency medical condition is a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) 
such that a reasonable person would have believed that the absence of immediate medical attention would result in any of the following: 
(1) placing the person’s health (or, with respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy; 
(2) serious impairment to bodily functions; or (3) serious dysfunction of any bodily organ or part.

	� A mental health condition is an emergency medical condition when it meets the requirements of the paragraph above or, for members 
who are not enrolled in Kaiser Permanente Senior Advantage, when the condition manifests itself by acute symptoms of sufficient severity 
such that either of the following is true: The person is an immediate danger to himself or herself or to others, or the person is 
immediately unable to provide for or use food, shelter, or clothing due to the mental disorder.

 Emergency care does not require precertification; however, inpatient admission requires notification for certification within 24 hours.



8  

Getting your prescriptions filled
The OOA Plan gives you plenty of flexibility when 
you fill prescriptions, with coverage for generic, 
brand-name, and specialty medications. 

A generic drug will always be supplied in place 
of a brand-name drug, unless your doctor 
specifically requests the brand.

Participating retail pharmacies
You can fill your prescriptions at over 60,000 
retail pharmacies nationwide in the MedImpact 
pharmacy network. KPIC contracts with MedImpact  
to provide you with pharmacy drug coverage 
nationally. MedImpact contracts with the individual  
retail pharmacies to offer you a convenient 
network of pharmacies across the country.

MedImpact pharmacies include Walgreens, CVS, 
Rite Aid, Ralphs, Safeway, Costco, and many more. 
(MedImpact pharmacies are subject to change.)

To fill a prescription at a MedImpact pharmacy, 
simply show your ID card. The information 
needed to process your prescription is printed 
on the front of your card. 

Please note: Certain drugs have recommended 
prescribing guidelines that may apply, such as 
prior authorization and step therapy. 

For more information and to find the pharmacy 
nearest you, call 1-800-788-2949, 24 hours a day,  
7 days a week. 

Prescription mail-order service*
With the OOA Plan mail-order incentive, many 
prescription drugs are as close as your mailbox. 
You can order a 100-day supply of your medication 
for the equivalent of twice the copay required for a 
30-day supply.

To receive the mail-order incentive benefit, you’ll 
need to register for the Walgreens Mail Service. 
See how it works on page 9.

Pharmacy claims
You generally won’t need to submit a claim for 
prescriptions. However, if you pay for a prescription 
in full, you can ask for reimbursement if the 
MedImpact pharmacy doesn’t honor your 
benefit. (This may happen if you don’t have your 
ID card with you or your profile isn’t updated to 
reflect your new coverage.)

If you need to be reimbursed, please complete  
a MedImpact prescription claim form. Follow  
the directions on the claim form and fax it to 
MedImpact Healthcare Systems, Inc., at  
858-549-1569. Remember to fax copies of your 
receipts along with the claim form. You can get 
additional claim forms by calling our Customer 
Service Line at 1-800-788-0710.

Transferring a prescription
To transfer a prescription, give the pharmacist  
the name and phone number of your current 
pharmacy and the prescription number from the 
drug label. The pharmacist will do the rest. The 
prescription can be transferred as long as there 
are refills remaining.

*Most specialty drugs and self-injectable drugs are not available for mail-order service through Walgreens.
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Here’s an example of mail-order incentive savings:

MedImpact pharmacies (30-day supply) Mail-order incentive  (100-day supply)

Generic drug $15 copay $30 copay

Brand-name drug $40 copay $80 copay

To receive the mail-order incentive benefit, you’ll need to register for the Walgreens  
Mail Service. Here’s how it works:

Online Fax Mail Phone

Register
You’ll need to register 
first before using the 
mail-order service.

Go to walgreens.com/
mailservice and register 
for an online account. 
Create a user ID and 
password, then register 
for online mail service.

Not available. Send completed
Registration and
Prescription Order Form
along with your original
prescription to:
Walgreens Mail Service
P.O. Box 29061
Phoenix, AZ 85038

Call 1-866-304-2846 
and ask to be registered 
for Walgreens Mail 
Service. Please have 
your membership ID 
card handy.

Order
Once you’ve 
registered, you’re  
ready to order your 
first prescription.

Ask your doctor 
if he or she can  
electronically order  
your medications.

Have your doctor  
complete and send 
Prescriber Fax Form   
to 1-800-332-9581.

Send completed   
Registration and 
Prescription Order Form 
along with your original 
prescription to:
Walgreens Mail Service 
P.O. Box 29061  
Phoenix, AZ 85038

Call 1-866-304-2846 
and request that  
Walgreens reach out to 
your doctor for a new 
prescription.1

Refill
Receive refills in the 
mail too.2

Go to walgreens.com/
mailservice.

Not available. Send completed 
Preprinted Reorder 
Form, included with 
your last order, to:
Walgreens Mail Service 
P.O. Box 29061  
Phoenix, AZ 85038

Call 1-866-304-2846 
and select “refill a 
prescription” (or ask to 
speak with a customer 
service representative).

Most orders are shipped by U.S. Postal Service, and packaging doesn’t indicate that medication is enclosed. Allow 2 weeks for delivery. 
When placing an order, include payment, if applicable, to avoid delays. Credit cards and checks are accepted. Make checks payable 
to Walgreens Mail Service.

1�You will need to provide your doctor’s contact information and the name and dosage of your medication. Walgreens will notify you if your 
doctor doesn’t respond. 

2�To automatically receive refills of your medications, select the “auto refill” option on either the Prescriber Fax Form or Registration and  
Prescription Order Form.
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Submitting claims
If you see a provider, you may need to file a claim. 
You must submit your claim within 365 days after 
you receive covered services.

In order to process your claim, you must 
complete and submit any consent forms for the 
release of medical records and claims for any 
other benefits. For example, we may require 
documents such as original travel tickets to 
validate your claim.

To obtain a claim form, visit kp.org/kpic/ooa and 
look for the Medical Claim Form located in the 
“Document center,” or call us at 1-800-788-0710. 

Mail your claims for all medical care, including 
emergency and urgent care, to:

Kaiser Permanente Insurance Company 
P.O. Box 261155 
Plano, TX 75026

To check on the status of your claim, please call 
1-800-788-0710.

The claims submission address can also be found 
on the back of your ID card. Make sure you 
include your medical record number on your 
form. 

Please refer to your Certificate of Insurance for 
additional instructions, coverage information, 
exclusions, limitations, and the dispute resolution 
process for denied claims.

Deductible
Your plan includes a deductible. We don’t cover 
certain services until you meet your deductibles 
each year.

How deductibles work
•	 ��When you get care, you’ll pay the full charges 

for covered services until you or your family 
reaches a set amount known as your deductible.

•	 �For example, a $500 deductible means you’ll 
pay the full charges up to $500.

•	 �After you reach your deductible, you’ll start 
paying less — just a copay or a percentage of the 
charges (a coinsurance) for the rest of the year.

•	 �Depending on your plan, you may pay copays 
or coinsurance for some services without 
having to reach your deductible.

Your OOA Plan benefits summary provides a brief 
description of covered services to which 
deductibles apply. For a detailed description, 
please refer to your Certificate of Insurance.
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Out-of-pocket maximum
There’s a limit to the total amount of coinsurance 
you must pay in a plan year for the care you 
receive. Each coverage option under the OOA 
Plan has a separate out-of-pocket maximum. 
When the amount of covered charges incurred 
by you and/or your family members for covered 
services equals the out-of-pocket maximum, KPIC 
will cover 100% of the cost of care during the 
remainder of the year for most covered 

services. The out-of-pocket maximum and the 
charges for covered services that contribute to 
the out-of-pocket maximum are specified in your 
Certificate of Insurance.

Amounts paid in the form of fees, penalties,  
or as a result of balance billing don’t count 
toward the out-of-pocket maximum.

Coordination of benefits
If you have health care coverage with another health 
plan or insurance company, the coordination of 
benefits (COB) rules will determine which coverage 
pays first, or is primary, and which coverage pays 
second, or is secondary.
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Use these forms below when you need to file a claim, get reimbursements, or let your doctor’s office 
know about your benefits. To get copies of these forms, just call our KPIC Customer Service Line at 
1-800-788-0710 or 711 (TTY), Monday through Friday from 7 a.m. to 7 p.m., or visit kp.org/kpic/ooa.

 
Medical Claim Form  
Kaiser Permanente Insurance Company       

 
IMPORTANT: PLEASE READ THE FOLLOWING BEFORE COMPLETING THIS FORM. PLEASE PRINT IN INK. 
Please submit one claim form per patient. All questions must be answered for prompt processing. Attach itemized bills from your hospital, doctor, or 
pharmacy. The bills should include the patient’s name, diagnosis, date of service, type of service, and charge.   
Note: All claims must be filled within one year from the date of service. 
 
SEND THIS COMPLETED CLAIM FORM TO:  KAISER PERMANENTE INSURANCE COMPANY (KPIC) 
              P.O. BOX 261155 
              PLANO, TX 75026 
CUSTOMER SERVICE NUMBER: 1-800-392-8649 

EMPLOYEE/RETIREE DATA 

NAME OF EMPLOYER 
 

GROUP ID WORK PHONE 
(        )        

HOME PHONE 
(        )        

EMPLOYEE NAME  LAST  FIRST  MIDDLE 
 

SOCIAL SECURITY NUMBER MEDICAL RECORD # 

HOME ADDRESS  STREET CITY STATE ZIP CODE 
 

MARITAL STATUS 
__ Single     __Married     __Divorced     __Widowed    __ Separated 

OTHER INSURANCE?   
__ Yes __ No     If yes, complete section below. 

PATIENT DATA 

PATIENT NAME  LAST  FIRST  MIDDLE 
 

SEX __ Male 
 __ Female 

PHONE NUMBER  

DATE OF BIRTH AGE DISABLED DEPENDENT                __ Yes      __ No 

RELATIONSHIP TO EMPLOYEE    __ Husband    __Wife    __ Domestic Partner   __ Son         __ Daughter   __ Other (Describe)__________________ 

Were these charges incurred as a result of an on-the-job illness or injury?               __ Yes        __ No       Other accident     __ Yes      __ No  
If the claim is the result of any kind of accident or injury, complete the following information: Date:____________________  Time:__________________ 
Description of what happened:_________________________________________________________________________________________________ 

OTHER INSURANCE DATA – PLEASE READ INSTRUCTIONS ON BACK 

IS THIS PATIENT EMPLOYED? 
__ Yes __ No 

IF YES, GIVE NAME AND ADDRESS OF EMPLOYER. 

IS THIS PATIENT OR ANY OTHER FAMILY MEMBER COVERED BY OTHER GROUP HEALTH INSURANCE? __ Yes __ No  If yes, complete section. 

Name of Insured Name/Address of Insurance company ID Number Group Number 

    

    

IS THE PATIENT COVERED BY MEDICARE?      __ Yes        __ No MAKE PAYMENT TO:  __ Me   __My Doctor/Hospital   __ Other:___________ 

PLEASE SIGN BELOW TO AUTHORIZE PAYMENT: I understand I am financially responsible for charges not covered by this authorization. 
Signature of Patient (Parent, if minor):____________________________________________________  Date:_________________________________ 

AUTHORIZATION SIGNATURE FOR INFORMATION RELEASE: 
I hereby authorize any insurance company, organization, employer, hospital, physician, surgeon, or pharmacy to release any information requested by 
Kaiser Permanente Insurance Company. A photocopy of this authorization shall be considered effective and valid as the original. 
Signature of Patient (Parent, if minor):____________________________________________________  Date:_________________________________ 

PHYSICIAN OR SUPPLIER INFORMATION 

HAS UTILIZATION MANAGEMENT BEEN CONTACTED FOR PRECERTIFICATION?  __ Yes  __ No    If yes, authorization number:______________ 

DIAGNOSIS OR NATURE OF ILLNESS OR INJURY: RELATE ITEMS 1, 2, 3, OR 4 TO THE DIAGNOSIS CODE BELOW BY ENTERING THE ITEM NUMBER FOR EACH SERVICE. 
1. ____________________________  2. ____________________________  3. ___________________________  4. ___________________________  

DATE(S) OF SERVICE 
 

FROM THROUGH 

MO | DY | YR MO | DY | YR 

PLACE OF 
SERVICE 

PROCEDURES, 
SERVICES, OR 

SUPPLIES 
CPT/HCPCS/ 

MODIFIER 

DIAGNOSIS 
CODE 

FULL DESCRIPTION OF 
PROCEDURE/SERVICE 

DAYS/
UNITS 

CHARGE 
AMOUNT 

         |       |   |       |       

         |       |   |       |       

         |       |   |       |       

PROVIDER FEDERAL TAX I.D. NUMBER 
                                                    __SSN  __EIN 

PATIENT’S ACCT NUMBER TOTAL CHARGES 
$ 

AMT PAID 
$ 

BALANCE DUE 
$ 

NAME, SIGNATURE, CREDENTIALS OF TREATING PHYSICIAN/SUPPLIER 
 
PRINTED NAME:_______________________________CREDENTIALS_____ 
 
SIGNED:___________________________________DATE:_______________ 

PROVIDER BILLING NAME, ADDRESS, ZIP CODE, AND PHONE #
 
 

For your protection, California law requires the following to appear on this form: Any person who knowingly presents a false or fraudulent 
claim for payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. 
 
 

Medical Claim Form
Use this form when you need 
to file a claim to be reimbursed 
for covered medical services.

MedImpact Direct 
Reimbursement Form
Use this form to be 
reimbursed when you’ve paid 
out of pocket for the cost of 
covered prescriptions.

Page - 1 

PRESCRIPTION DRUG CLAIM FORM
In order to process your claim(s), you must provide all information requested below.  Submit the completed form with the original pharmacy 
prescription label/receipt(s). Documents provided, other than original pharmacy receipts (i.e., prescription profiles) must be signed by the 
pharmacist and include the following information: NDC, quantity, day supply, Rx # and fill date, DEA#, NABP, and amount member paid). 
Primary Member/Cardholder Information 
Primary Member/Cardholder ID Number Primary Member/Cardholder Name (First, Middle, Last) 
   

Name of Health Plan/Insurance  Member Phone Number (Day)  Member Phone Number (Evening) 

(       )         - (       )         - 
Address (Street)  (City)  (State)  (Zip Code) 

       

Patient Information (if different than Primary Member’s/Cardholder’s)
Patient’s Name (First, Middle, Last) Patient’s DOB (MM/DD/YYYY) Relationship to Primary Member/Cardholder

Spouse Dependent Other    

Address (Street)  (City)  (State)  (Zip Code) 

       
Other Coverage Information 
Covered under any other insurance? Coordination of Benefits (COB)         Worker’s Compensation?  Is Medicare the Primary 

Prescription Coverage? If COB, please indicate the name of primary insurance here: 

 __________________________________________________________ Yes      No  

If Worker’s Compensation is selected, please 
stop and submit claim to your employer. 

*Submit either prescription receipts/labels with the following information – and/or have your pharmacist sign and complete the Prescription Details. 
 Pharmacy Name/Address  Prescription Number & Date Filled  Physician’s Name or DEA # Prescription 

Details  Drug Name & Strength or NDC #  Quantity and Day Supply Dispensed  Member Paid Expense 
1) Rx Number Date Filled Check One 

New     Refill  

Quantity Day Supply Directions Total Price w/Tax
$

Medication Name, Strength and Form (OR - NDC # below) DAW (0-8) Prescribing Physician’s Name/DEA # Compound 
Yes      No  
If Yes, see pg.2 

NDC # (11-digit) 
           

COB Claim?

Yes      No  

COB Claims must be submitted with 
pharmacy receipts identifying copays paid and
Explanation of Benefits from primary insurer 

Copay Paid 
$

2) Rx Number Date Filled Check One 

New     Refill  

Quantity Day Supply Directions Total Price w/Tax
$

Medication Name, Strength and Form (OR - NDC # below) DAW (0-8) Prescribing Physician’s Name/DEA # Compound 
Yes      No  
If Yes, see pg.2 

NDC # (11-digit) 

           

COB Claim?

Yes      No  

COB Claims must be submitted with 
pharmacy receipts identifying copays paid and
Explanation of Benefits from primary insurer 

Copay Paid 
$

3) Rx Number Date Filled Check One 

New     Refill  

Quantity Day Supply Directions Total Price w/Tax
$

Medication Name, Strength and Form (OR - NDC # below) DAW (0-8) Prescribing Physician’s Name/DEA # Compound 
Yes      No  
If Yes, see pg.2 

NDC # (11-digit) 
           

COB Claim?

Yes      No  

COB Claims must be submitted with 
pharmacy receipts identifying copays paid and
Explanation of Benefits from primary insurer 

Copay Paid 
$

Pharmacy Information
Pharmacy Name Pharmacy Telephone Number 

Street Address NABP 

Pharmacy Signature City State Zip Date

I certify that the information on this claim form is true and correct to the best of my knowledge.  I authorize the release of any medical information 
necessary to process this claim.

Claimant Signature X
Warning it is a crime to provide false information or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include 
imprisonment and/or fines. In addition an insurer may deny insurance benefits if false information materially related to claim was provided by the applicant. California Residents: For 
your protection, California law requires notice of the following: Any persons knowingly and with intent to defraud or deceive any insurance company files a statement of claim 
containing any materially false, incomplete or misleading information is guilty of a crime and may be subject to fines, confinement in a state prison and substantial civil penalties. 

ATTN: CLAIMS DEPT 
MedImpact Healthcare Systems, Inc.   10680 Treena Street 5th floor   San Diego, CA 92131 

Fax to: (858) 549-1569

Helpful forms

 
Permanente Advantage, LLC  
Case Management Department 
5855 Copley Drive, Suite 250, San Diego, CA 92111 
Phone: 888-251-7052    Fax: 866-338-0266 
Email: permanente.advantage@kponcall.com 

v.05/15 

Member Care Transition Form 
Our goal is to make your transition of care as easy as possible. Please complete each section so we can best serve 
you. Once we receive your form, we will review the information and have a transition of care representative or 
nurse case manager contact you within five business days. 
 
We look forward to being your partner in health 
 
Note: Permanente Advantage provides medical review and case management for Kaiser Permanente Insurance 
Company (KPIC) Point-of-Service (POS), PPO and Out-of-Area (OOA) plans only. 

SECTION 1 
Employer name: _________________________________________ Date of coverage: ____ / ____ / _______ 
Member’s last name: _____________________________ Member’s first name: _________________________ 
Date of birth: ____ / ____ / _______ Health record no.: ________________________ Gender: M       F 
Relationship to employee: Self        Spouse/Domestic Partner        Child/Dependent 
Address: _______________________________________________________________________________________ 
Phone number: ____________________________ Best time to call: __________________________________ 

SECTION 2 

Please tell us about your health care needs by answering the following questions. 
    Yes       No Are you pregnant? (Due Date: ____ / ____ /____  Trimester: ____ 1st ____ 2nd ____ 3rd) 
 If yes, is your pregnancy considered high risk (multiple births, gestational diabetes, etc.)?     Yes     No 
    Yes       No Are you scheduled for surgery or hospitalization? Scheduled date: : ____ / ____ /____   
 Type of surgery or procedure: ________________________________________________________ 
    Yes       No Are you receiving chemotherapy, radiation therapy, cancer therapy, or dialysis treatment? 
 Type of treatment: __________________________________________________________________ 
    Yes       No Are you receiving treatment related to a recent major surgery? 
 Type of surgery or procedure: ________________________________________________________ 
    Yes       No Are you receiving mental health treatment or substance abuse treatment? 
    Yes       No Are you currently using durable medical equipment (hospital bed, oxygen, etc.)? 
    Yes       No Are you currently being treated with specialty pharmacy drugs (for conditions such as Multiple 

Sclerosis, Organ Transplant, HIV, Hepatitis, Osteoporosis, Auto-Immune disease, etc.)? 
 Condition being treated: _____________________________________________________________ 

SECTION 3 

    Yes       No Are you currently working with a physician or dedicated case manager for your condition(s)? 
Physician or Case 
manager name: 

 
________________________________ 

 
Phone number: 

 
_____________________________ 

Specialty: _______________________________ Condition: _________________________________________ 
 

Print

Member Care Transition 
Form
Use this form when you  
are seeking care and want 
help transitioning to your  
new coverage.
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Filling your prescription needs
 Kaiser Permanente Insurance Company (KPIC) member:

With your Kaiser Permanente PPO or OOA plan, you can fill your covered prescriptions at any participating 
retail pharmacy in the MedImpact network—which offers nearly 60,000 locations nationwide. 

With a wide selection of chain and independent pharmacies, the MedImpact network allows you 
to conveniently fill your prescriptions near your home or office. Here are examples of participating 
MedImpact pharmacies:

• Albertsons
• Costco
• CVS
• Kmart
• Raley’s
• Rite Aid

• Safeway
• Sav-On Drugs
• Target
• Vons
• Walgreens
• Walmart

To find a participating MedImpact pharmacy near you, call 1-800-788-2949.

When visiting a MedImpact pharmacy
To help ensure your prescriptions are processed as quickly as possible, please give the pharmacist  
your gold-and-white identification card with the MedImpact logo, along with the message at the bottom  
of this page. This should clear up any questions the pharmacist may have about your coverage.

If you have any questions about your benefits, call the KPIC Customer Service line at 1-800-788-0710,  
Monday through Friday, 7 a.m. to 7 p.m.

 MedImpact pharmacist:

This insured is covered for pharmacy services at MedImpact pharmacies through the KPIC PPO or OOA  
Indemnity plan. KPIC is a subsidiary of Kaiser Foundation Health Plan, Inc. Please do not redirect this 
member to a Kaiser Permanente facility to fill his or her prescriptions.

Check the member’s ID card for the information you need to fill the prescription, or refer to the information 
below. If you have any questions or need to verify eligibility, call MedImpact at 1-800-788-2949.  

We appreciate your help in providing prescription services to our members.

Member name: ____________________________________  Medical record number: ______________________

Benefit identification number (BIN): 003585
Processor control number (PCN): 70000

Please recycle. 84472 December 2012

  For members
Getting ready to schedule an appointment? If 
you’ve got a Point-of-Service (POS), PPO, or Out-of-
Area Indemnity (OOA) plan with Kaiser Permanente 
Insurance Company (KPIC), you can get care from 
any licensed provider you choose.

To make your appointment go as smoothly 
as possible, you should:

1. Make sure the doctor you’ve chosen is 
accepting new patients when you schedule  
your appointment 

2. Make a copy of this form, bring it to your 
appointment, and share it with the provider at 
check-in

3. Remember to let your provider know you have 
a POS, PPO, or OOA plan

If you have questions, call KPIC Member Service 
at 1-800-788-0710 (TTY 711), Monday through 
Friday, 7 a.m. to 7 p.m. Pacific time.

  For Providers

This member has a POS, PPO, or OOA plan, which 
lets them get care from any licensed provider 
they choose. Please don’t send them to Kaiser 
Permanente facilities to get care.

Here’s how to help them during their visit:
• Check their medical ID card and call  

1-800-788-0710 to make sure they’re eligible.
• Submit claims to KPIC on this member’s behalf 

to: KPIC, P.O. Box 261155, Plano, TX 75026.

• If they need hospitalization or a medical  
service or item that requires precertification, 
call 1-888-251-7052, Monday through Friday,  
6 a.m. to 6 p.m. Pacific time. Please call 3 days 
before any scheduled admissions or within 24 
hours of an emergency admission.

Thank you for helping this member get the care they  
need. Please put this form in their medical record 
or billing files as a reminder of the steps above.

Preparing for your appointment  
with a non-participating provider

Please recycle. 60689812 October 2017

The HMO Tier of the Point-of-Service (POS) plan is underwritten 
by Kaiser Foundation Health Plan, Inc. (KFHP). Kaiser Permanente 
Insurance Company (KPIC) underwrites the Participating and 
Non-Participating Provider tiers of the POS plan, the PPO plan, 
and Out-of-Area Indemnity plan. KPIC is a subsidiary of Kaiser 
Foundation Health Plan, Inc.

Don’t forget your ID card
Your gold and white ID card has important 
information to help you check in for your 
appointment, including the name of your 
health plan and medical record number.

Name of Insured: 
Medical Record Number:
 
Rx Processor Control # (PCN): 70000             Rx Bin #003585

Health plan

Your Pharmacy NetworkYour Provider Network

Sample image. Content will vary.

MedImpact pharmacy 
flier
Give a copy of this form to 
your MedImpact pharmacist. 
It will help identify you as  
an OOA Plan member with 
access to the MedImpact 
network of pharmacies. It  
also gives the pharmacist 
important information about 
filling prescriptions on your 
behalf.

Non-participating  
provider insert
Give a copy of this form to 
your non-participating 
provider. It will help identify 
you as an OOA Plan member 
with access to care from any 
licensed provider. It also gives 
the provider’s office 
information about filing 
claims on your behalf.

Helpful forms (continued)
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Balance billing: When a provider bills you for the 
difference between what they charge and what is 
the maximum amount allowed by your plan. For 
example, if a provider’s charge for a service is $120 
and the amount allowed by your plan is $100, the 
provider may bill you for the remaining $20.

Coinsurance: A percentage of the charges you 
must pay when you receive health care services. 

Copay: A specific dollar amount you must pay  
for covered health care services.

Deductible: A set amount that you or your  
family must meet for the cost of covered services 
before your copays or coinsurance applies. (For 
example, you may be responsible for the first $500 
in charges.) Typically, most services covered at  
a copay, such as routine exams, preventive 
screenings, and outpatient drugs, are not subject 
to a deductible. We won’t cover certain services 
until you meet your deductibles each year.

Your OOA Plan benefits summary provides a 
brief description of covered services to which 
deductibles apply. For a detailed description, 
please refer to your Certificate  
of Insurance.

Maximum allowable charge: Payments under 
your plan are based on the maximum allowable 
charges for covered services. The maximum 
allowable charge is the lesser of the usual, 
customary, and reasonable (UCR) charge and  
the actual billed charge. The maximum allowable 
charge may be less than the amount billed by 
your provider. You may be responsible for any 
amount in excess of the maximum allowable 
charge when seeking care from a licensed 
provider.

Precertification: The required assessment of the 
necessity, efficiency, and/or appropriateness of 
specified health care services or treatment made 
by the medical review program. Requests for 
precertification must be made by the covered 
person or the covered person’s attending physician 
prior to the commencement of any service or 
treatment. If precertification is required, it must be 
obtained in order to avoid a disruption in benefits.

Step therapy: Under this program, a “step” 
approach is required to receive coverage for 
certain high-cost medications. This means that to 
receive coverage, you may need to first try a 
proven, competitively priced medication before 
using a more costly treatment, if needed.

Usual, customary, and reasonable (UCR) charges:  
The general level of charges made by other 
providers for specified covered services  
within the area where the charge is incurred. 

Helpful terms to know



Nondiscrimination notice

KPIC-NDN-17-004-CA

NONDISCRIMINATION NOTICE

Kaiser Permanente Insurance Company (KPIC) complies with applicable federal civil rights law and does 
not discriminate on the basis of race, color, national origin, age, disability, or sex. KPIC does not exclude 
people or treat them differently because of race, color, national origin, age, disability, or sex. We also:

• Provide no cost aids and services to people with disabilities to communicate effectively with us, such 
as:

o Qualified sign language interpreters
o Written information in other formats, such as large print, audio, and accessible electronic 

formats

• Provide no cost language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, call 1-800-464-4000 (TTY: 711)

If you believe that Kaiser Permanente Insurance Company has failed to provide these services or 
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file 
a grievance by mail or phone at: KPIC Civil Rights Coordinator, Grievance 1557, 5855 Copley Drive, Suite 
250, San Diego, CA 92111, telephone number 1-888-251-7052. 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office 
for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and 
Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201, 
1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html.

KPIC-NDN-17-004-CA

NONDISCRIMINATION NOTICE

Kaiser Permanente Insurance Company (KPIC) complies with applicable federal civil rights law and does 
not discriminate on the basis of race, color, national origin, age, disability, or sex. KPIC does not exclude 
people or treat them differently because of race, color, national origin, age, disability, or sex. We also:

• Provide no cost aids and services to people with disabilities to communicate effectively with us, such 
as:

o Qualified sign language interpreters
o Written information in other formats, such as large print, audio, and accessible electronic 

formats

• Provide no cost language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, call 1-800-464-4000 (TTY: 711)

If you believe that Kaiser Permanente Insurance Company has failed to provide these services or 
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file 
a grievance by mail or phone at: KPIC Civil Rights Coordinator, Grievance 1557, 5855 Copley Drive, Suite 
250, San Diego, CA 92111, telephone number 1-888-251-7052. 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office 
for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and 
Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201, 
1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html.
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Kaiser Permanente Insurance Company 

Notice of Language Assistance 

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your  
language. For help, call us at the number listed on your ID card or 1-800-464-4000. For more help call the CA Dept. of Insurance  
at 1-800-927-4357. TTY users call 711. English 

Servicios en otros idiomas sin ningún costo. Puede conseguir un intérprete. Puede conseguir que le lean los documentos y que 
algunos se le envíen en su idioma. Para obtener ayuda, llámenos al número que aparece en su tarjeta de identificación o al 
1-800-464-4000. Para obtener más ayuda, llame al Departamento de Seguro de CA al 1-800-927-4357. Los usuarios de la línea TTY 
deben llamar al 711. Spanish 

免費語言服務。您可使用口譯員。您可請人將文件唸給您聽，且您可請我們將您語言版本的部分文件寄給您。如需協助，

請致電列於會員卡上的電話號碼或致電 1-800-464-4000與我們聯絡。如需進一步協助，請致電 1-800-927-4357與加州保險局
聯絡。聽障及語障電話專線使用者請致電 711。Chinese 

* * * * * * * * * * 

No Cost Language Services. You can get an interpreter and get documents read to you in your language. For help, call us at  
the number listed on your ID card or 1-800-464-4000. For more help call the CA Dept. of Insurance at 1-800-927-4357. TTY  
users call 711. English 

      
  

1-800-464-4000.  CA Dept. of Insurance   
1-800-927-4357. TTY  711. Navajo 

Dịch vụ về ngôn ngữ miễn phí. Quý vị có thể được cấp thông dịch viên và được người đọc giấy tờ, tài liệu bằng ngôn ngữ quý  
vị dùng cho quý vị nghe. Để được giúp đỡ, xin gọi chúng tôi theo số điệnthoại ghi trên thẻ ID hội viên hoặc số 1-800-464-4000.  
Để được giúp đỡ thêm, vui lòng gọi Bộ Bảo hiểm CA theo số 1-800-927-4357. Người sử dụng TTY gọi số 711. Vietnamese 

무료 언어 서비스. 한국어 통역 서비스 및 한국어로 서류를 낭독해 드리는 서비스를 제공하고 있습니다. 도움이 필요하신 
분은 귀하의 ID 카드에 나와 있는 전화번호 또는 1-800-464-4000번으로 문의하십시오. 보다 자세한 사항은 캘리포니아 주 
보험국, 전화번호 1-800-927-4357번으로 문의하십시오. TTY 사용자 번호 711. Korean 

Mga Libreng Serbisyo kaugnay sa Wika. Maaari kayong kumuha ng tagasalin-wika at hingin na basahin sa inyo ang mga 
dokumento sa sarili ninyong wika. Para humingi ng tulong, tawagan kami sa numerong nakasulat sa inyong ID card o sa  
1-800-464-4000. Para sa karagdagang tulong tawagan ang CA Dept. of Insurance sa 1-800-927-4357. Dapat tumawag ang  
mga gumagamit ng TTY sa 711. Tagalog 

Անվճար լեզվական ծառայություններ: Դուք կարող եք օգտվել բանավոր թարգմանչի ծառայություններից և խնդրել, որ 
փաստաթղթերը Ձեր լեզվով կարդան Ձեզ համար:Օգնության համար զանգահարեք մեզ` Ձեր ID քարտի վրա նշված կամ 
1-800-464-4000 հեռախոսահամարով: Լրացուցիչ օգնության համար զանգահարեք Կալիֆոռնիայիապահովագրության 
դեպարտամենտ` 1-800-927-4357 հեռախոսահամարով: TTY -ից օգտվողները պետք է զանգահարեն 711: Armenian 

Бесплатные услуги языкового перевода. Вы можете воспользоваться услугами переводчика, при этом документы могут быть 
зачитаны Вам на Вашем языке. Чтобы получить помощь, позвоните нам по телефону, указанному в Вашей идентификационной 
карточке участника, или 1-800-464-4000. За дополнительной помощью обращайтесь в Департамент страхования штата 
Калифорния (CA Dept. of Insurance) по телефону 1-800-927-4357. Пользователи TTY, звоните по номеру 711. Russian 
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無料の言語サービス。通訳に依頼して、日本語で書類を読んでもらうことができます。通訳サービスが必要な際は、 
IDカードに記載の番号、または 1-800-464-4000にお電話ください。さらにヘルプが必要な場合は、カリフォルニア州 
保険庁（1-800-927-4357）にお電話ください。TTYユーザーの方は、711にお電話ください。Japanese 

می توانید از خدمات مترجم شفاهی بهره مند شوید و ترتیب خواندن متن ها برای شما به زبان خودتان را بدهید. برای دریافت کمک و  خدمات زبان به صورت رایگان.
تماس بگیرید. برای دریافت کمک و راهنمایی بیشتر با اداره بیمه کالیفرنیا به 4000-464-800-1 راهنمایی، با ما به شماره ای که روی کارت شناسایی شما قید شده یا

  Persian تماس حاصل نمایند. 711 با شماره TTY تماس بگیرید. کاربران 4357-927-800-1 شماره

ਮੁਫ਼ਤ ਭਾਸ਼ਾ ਸੇਵਾਵਾਾਂ। ਤੁਸੀ ੀਂ ਇੱਕ ਦਭੁਾਸ਼ੀਏ ਦੀ ਸੇਵਾ ਹਾਸਲ ਕਰ ਸਕਦੇ ਹ ੋਅਤ ੇਤੁਹਾਨ ੂੰ  ਦਸਤਾਵੇਜ਼ ਤੁਹਾਡੀ ਭਾਸ਼ਾ ਵਵੱਚ ਪੜ੍ਹ ਕੇ ਸੁਣਾਏ ਜਾ ਸਕਦੇ ਹਨ। ਮਦਦ 
ਲਈ, ਤੁਹਾਡੇ ਆਈਡੀ ਕਾਰਡ 'ਤ ੇਵਦੱਤੇ ਨੂੰ ਬਰ 'ਤੇ ਜਾੀਂ 1-800-464-4000 'ਤੇ ਸਾਨ ੂੰ  ਫ਼ੋਨ ਕਰੋ।  ਵਧੇਰ ੇਮਦਦ ਲਈ, ਕਲੈੀਫ਼ੋਰਨੀਆੀਂ ਵਡਪਾਰਟਮੈਂਟ ਆਫ਼ ਇਨਸ਼ੋਰੈਂਸ 
ਨ ੂੰ  1-800-927-4357 'ਤ ੇਫ਼ੋਨ ਕਰ।ੋ TTY ਦ ੇਉਪਯੋਗਕਰਤਾ 711 'ਤ ੇਫ਼ੋਨ ਕਰ।ੋ Punjabi 

សេវាភាសាឥតគតិថ្លៃ។  អ្នកអាចទទួលអ្នកបកប្របបាន នងិឲ្យគេអានឯកសារជូនអ្នក ជាភាសាប្មែរ។  សំរាប់ជំនួយ សូមទូរសព័្ទមក
គយើងតាមគលមប្ែលមានគៅគលើប័ណ្ណ  ID របសអ់្នក ឬ 1-800-464-4000។  សំរាប់ជំនួយប្ែមគទៀត ទូរសព័្ទគៅរកសួងធានារា៉ា ប់រងរែឋកា
លីហ្វ ័រនីញ៉ា  តាមគលម 1-800-927-4357។  អ្នកគរបើ TTY គៅគលម 711។ Khmer 

  على أو عضویتك بطاقة على المبین الرقم على بنا اتصل المساعدة، على للحصول العربیة. باللغة لك الوثائق وقراءة مترجم على الحصول یمكنك تكلفة. بدون ترجمة خدمات
  یرجى النصي الهاتف خدمة لمستخدمي .4357-927-800-1 الرقم على كالیفورنیا لولایة التأمین بإدارة اتصل المعلومات من مزید على للحصول .4000-464-800-1 الرقم

  Arabic.711 على الاتصال

Cov Kev Pab Txhais Lus Tsis Raug Nqi Dab Tsi Koj muaj tau ib tug neeg txhais lus thiabhais tau kom nyeem cov ntaub ntawv ua koj 
hom lus rau koj. Xav tau kev pab, hu rau peb ntawm tus xov toojteev muaj nyob rau ntawm koj daim yuaj ID los yog 1-800-464-4000.  
Xav tau kev pab ntxiv hu rau CA Tuam Tsev Tswj Kev Pov Hwm ntawm 1-800-927-4357. Cov neeg siv TTY hu rau 711. Hmong 

मुफ्त भाषा सेवाए।ँ आप एक दभुाषिया प्राप्त कर सकते हैं और आपको दस्तावज़े आपकी भािा में पढ़ कर सनुाए जा सकते हैं। सहायता के षिए, अपने आईडी काडड पर षदये नम्बर या  

1-800-464-4000 पर हमें फोन करें। अषिक सहायता के षिए कैिीफोषनडया षडपार्डमेंर् ऑफ इशंोरेंस को 1-800-927-4357 पर फोन करें। TTY प्रयोक्ता 711 पर फोन करें। Hindi 

บรกิารดา้นภาษาทีไ่มค่ดิคา่บรกิาร คณุสามารถขอรับบรกิารลา่มแปลภาษาและขอใหอ้า่นเอกสารใหค้ณุฟังเป็นภาษาของคณุได ้หาก
ตอ้งการความชว่ยเหลอื โปรดโทรตดิตอ่หาเราตามหมายเลขทีร่ะบอุยูบ่นบตัร ID ของคณุหรอืหมายเลข 1-800-464-4000 หากตอ้งการความ
ชว่ยเหลอืในเรือ่งอืน่ๆ เพิม่เตมิ โปรดโทรตดิตอ่ฝ่ายประกนัโรคมะเร็งทีห่มายเลข 1-800-927-4357 ผูใ้ช ้TTY โปรดโทรไปทีห่มายเลข 711. Thai 
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Kaiser Foundation Health Plan, Inc.
1950 Franklin St., Oakland, CA  94612

Kaiser Permanente Insurance Company
One Kaiser Plaza, Oakland, CA  94612

Please recycle. 60786108 November 2017

kp.org/kpic/ooa

Your guide to good health
Keep this book handy as a quick reference to  
getting the most out of your plan  

For information about your OOA Plan benefits,
call our Customer Service Line:
1-800-788-0710
TTY 711 
Monday through Friday, 7 a.m. to 7 p.m.


